INTRODUCTION
The University of Iowa Public Policy Center (PPC) provides outcome measures for the Iowa Medicaid Managed Care Program annually reporting rates to the Iowa Department of Human Services (IDHS). Eight measures have been reported consistently over the past 11 years as recommended by CMS. Reporting has traditionally occurred at the beginning of the fiscal year following the fiscal year that serves as a measurement year. With recent changes in health care, the advancing field of outcomes research, and funding to expand the measurement sets at the Federal level, changes have been enacted to report earlier in the year and include additional measures. This report serves as the final report consisting of only eight measures and reported at the end of the fiscal year.
ELIGIBILITY
Eligibility measures are reported for three groups: people in managed care (MediPASS); people in the traditional fee-for-service program (FFS); and people enrolled through Supplemental Security Income program (SSI). Enrollees eligible for managed care are income eligible and live in a county where MediPASS (primary care case management) is available. Enrollees included in the FFS measures are income eligible and live in counties that do not have a managed care option available because providers are not willing to participate or counties that may have a managed care option that is not available to everyone due to geographic constraints. Enrollees included in the SSI measures are eligible due to income and a disability designation. This group is included to provide additional information regarding their care process and outcomes. Figure 1 indicates the percent of enrollees by age and gender enrolled for at least 1 month in one of the three programs during SFY 2012. Of 443,544 enrollees who were eligible for one of the three programs during SFY 2012, 280,931 were eligible for at least 11 months an increase of almost 22,500 enrollees from SFY 2011. . A child following the schedule will experience well-child visits at 2-3 days, 1 month, 2 months, 4 months, 6 months, 9 months, 12 months, and 15 months of age. Visits are designed to assess and address developmental issues, provide anticipatory guidance to parents, and determine the health of the child. For the HEDIS measures we indicate the proportion of children who turned 15 months of age during SFY 2012 and had 0 visits, 1 visit, 2 visits, 3 visits, 4 visits, 5 visits, and 6 or more visits timed as recommended by AAP. To be included in the measure children had to be eligible for at least 14 of the first 15 months of life. The majority of children do not receive the full complement of well-child visits within the first 15 months of life. Children in the SSI program are least likely to receive 6 or more visits and most likely to have received 0 visits. Due to the importance of these visits for vaccinations, evaluation for developmental delays and anticipatory guidance for parents, every effort should be made to increase the proportion of children who are able to receive at least 6 visits. As can be seen in Figure 2 , this pattern has continued over time. Attaining a rate of 50% with at least 6 visits and 0% with no visits is important.
Figure 1. Comparisons of demographics for Medicaid enrollees who were eligible for at least 1 month in the measurement year, SFY 2012 by program

Figure 2. Number of well-child visits in the first fifteen months of life across all groups, 2006-2012
Each year we document the proportion of children with each well-child visit in an effort to monitor which visits are most likely to be missed (See Figure 3 ). We do not include screening visits that may have occurred at a WIC clinic, public health clinic or during a home visit. These are visits that appear in the claims data with T1015 or T1016 as the CPT codes. These claims meet the protocol set by HEDIS with a diagnosis code of V70.0-V70.9; however the activities represented by these codes are screening and normally do not include the level of evaluation and anticipatory guidance that are expected in a well-child visit. The one month visit is least often experienced by children in the first 15 months of life, while the two month visit is the most often experienced. This may be the result of providers and/or parents combining the two visits into one. In Figure 4 we show the trend for visits in the first 15 months of life across all groups over the last 6 years. Nearly 50% of children were able to access 6 or more well-child visits in the first 15 months of life at the recommended intervals, this is an increase over SFY 2011. 
Well-child visits in the third, fourth, fifth, and sixth years of life
This measure provides the proportion of children who turned from three through six years of age by June 30, 2012 and were enrolled for at least 11 months in SFY 2011. Table 3 indicates the rates by age across programs. As we have seen over and over again, the rate for well-child visits drops after 5 years old. The 5-year check is needed to administer immunizations required to enter the public school system in Iowa. Once a child enters school parents seem much less likely to schedule a well-child visit.
The well-child visit rates for children 3-6 years old were lower this year. Figure 5 graphically portrays a steady decline in the proportion of children who are receiving an annual well-child visit. The downward trend of the previous 4 years was reversed this year as the 2012 rate increased for all groups to nearly the 2009 rates. Though this increase is welcomed, the rates are still below the previous peaks in 2005-2007. 
Adolescent well care
Adolescent well care visits are only required by the schools for students participating in school-sponsored sports teams or recreational camps, such as sports camps or Boy Scout camps. Adolescent well care visits are important to monitor and guide adolescents as they are exposed to a wide variety of age-specific risks. In addition, adolescents may have questions regarding their health and behavior that they would like to direct to responsible adults other than parents. Adolescent well care visits may provide the only opportunity for young adults to speak to a non-parental adult with accurate information about health and social issues that concern them. Table 4 provides the rates of adolescent well care for SFY 2012 by gender. The rates are much lower than those for children 3-5 years of age. Clearly the rate of well care drops after entering school and does not increase significantly over time. Figure 6 provides a chart indicating the percent of adolescents with a well care visit by age and gender. Gender does not appear to make a difference in the visit rates, however, visits vary with age. The pattern seen in Figure 6 clearly demonstrates the rise in rates in response to required well-person visit related to sports or other recreational activities, and the steady decline as adolescents become young adults, leaving school and these activities. Since these rates utilize well-person exam procedure codes, we may be missing visits to family planning clinics and other specialized health centers who provide reproductive health care but not a full well-visit. 
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Annual dental visit
Seeing a dental provider early is necessary to establish good cleaning habits, understand tooth development and obtain guidance on nutrition for healthy teeth. There can be a variety of barriers to oral health care for children including a shortage of dentists who will see children under 3, lack of transportation, parents' fear of dental care, and attitudes of dental office staff toward families with Medicaid coverage.
Dental visit rates were computed in two ways. The first method computed the proportion of children with a dental visit as defined by having a claim that was submitted with a dental procedure code. This method includes children who were evaluated and assessed for caries risk through screening centers, most likely the I-Smile program. The second method computed the proportion of children who received care from a dental provider. This does NOT include screening center visits. Figure 87 visually depicts the difference in rates using the two methods within the MediPASS program. Clearly screening centers increase the numbers of children and young adults receiving dental evaluation. I-Smile is designed to assess caries risk and refer children to a dentist as needed. With the I-Smile coordinator acting as an agent for referral, children who would not have had their disease identified in the past and those with known disease who were unable to find a dentist may have fewer barriers to care. This effect is strongest for children 2-3 years of age. A similar pattern is found for all three programs (Table 6 and 7). Figure 8 shows the dental visit rates by age group and over time for all three programs combined including screening centers and physicians. The proportion of children receiving an annual dental visit by age has been increasing for the last 3 years for every group except those 19-21 years of age. Rates continue to be lower among all programs for children two or three years of age as compared to other age groups 
Children and adolescents' access to primary care practitioners
Rates of access to primary care practitioners include well-child visits as well as visits for acute or chronic illness care. Four rates are calculated including; 1) children who turned 12-24 months, 2) 25 months to six years, 3) seven to eleven years, and 4) 12-19 years during the measurement year. Children 12 months to six years had to be eligible for at least 11 months during SFY 2012, while children and adolescents 7-19 years old had to be eligible for at least 11 months during SFY 2012 and at least 11 months during SFY 2011. This measure included only physicians with a primary care specialty (general practice, family practice, pediatrics, OB-Gyn, and internal medicine) or a visit to a rural health clinic or FQHC. In addition, visits to the provider specialty designated as 'Clinic' were considered primary care if the provider type was a physician. Eliminating 'Clinic' visits from the counts reduces the proportion by half.
The proportions of children and adolescents with access to primary care practitioners are listed in Table 8 . The rates are high with every age group within each program achieving an overall rate of over 90%. Over 95% of children 12-24 months within all three programs had access to primary care practitioners. These rates indicate that a lack of well care does not translate into a complete avoidance of needed ambulatory care. 
Use of appropriate medications for people with asthma
This rate includes people who have been enrolled for at least 11 months during each of SFY 2012 and SFY 2011 who met the case finding criteria for persistent asthma (see Appendix K). The rate of persistent asthma is lower this year than in previous years (Table 9 ). As we continue to refine the protocol to better identify persons with COPD or emphysema and remove them from the group of individuals with persistent asthma this rate may continue to decline slightly. The measure provides the proportion of people with persistent asthma who were prescribed primary asthma therapy. The proportions of children and adults using the appropriate medication for asthma are shown in Figure 9 . Though individuals 12-50 years of age are less likely to receive the appropriate medications, the rates are high for both groups. 
Adults' access to preventive/ambulatory health services
It is important for adults, particularly those with chronic illness and/or disability, to have adequate access to medical services that ensure the rapid diagnosis and proper treatment for not only acute problems, but chronic disease that may be emerging. These rates include all adults who turned 20-44 years of age or 45-64 years of age during SFY 2012 and were enrolled for at least 11 months during SFY 2012. The measure provides the proportion of adults in these age groups who had at least one preventive or ambulatory care visit during SFY 2012. The rates for adults' access to preventive/ambulatory health services are given in Table 10 . These rates indicate that access to medical care is high; however it is much lower for enrollees categorized as SSI. 
Prenatal and Postpartum Care
The prenatal care measure provides proportion of women with a delivery who received a prenatal care visit within the first trimester or within 42 days of enrollment. The postpartum care rate is the proportion of women with a delivery who had a postpartum visit on or between 21 and 56 days of delivery. Both rates include women with a live delivery between May 6, 2011 and May 5, 2012, who were continuously enrolled from 43 days prior to delivery through 56 days after delivery. The measure provides the proportion of women with a delivery who had a prenatal care visit in the first trimester of care or within 42 days of becoming eligible. The postpartum care measure provides the proportion of women with a delivery who had a postpartum care visit between 21 and 56 days after delivery (Tables 12-14) . Table 15 provides the rate of prenatal care regardless of the period for which the woman was enrolled in Medicaid. The overall rate of prenatal care was 77% in SFY 2012. The rate rose from 68% to 76% in SFY 2010 and has remained at the higher rate for the past 2 years.
Rates of postpartum care are presented in Table 16 . The rate of postpartum care has remained relatively stable between 40-45%. A number of women have Healthcare Common Procedure Coding System (HCPCS) codes indicative of postpartum care received at a maternal health center or a rural health center. These codes have been included to be indicative of postpartum care. 
Comprehensive diabetes care: Hemoglobin A1c testing
The HEDIS measure for comprehensive diabetes care includes Hemoglobin A1c testing, HbA1c poor control, HbA1c good control, eye exam, LDL-C screening performed, LDL-C control, medical attention for nephropathy, and blood pressure control. We have chosen Hemoglobin A1c testing as an easy, effective method to determine whether proper monitoring of diabetes is occurring. This measure includes all enrollees 18 to 75 years old identified as having diabetes in either SFY 2011 or SFY 2012 who were enrolled for at least 11 months during SFY 2012. The protocol using medical, outpatient, inpatient, emergency room, and is provided in Appendix K. The measure provides the proportion of people with Diabetes who had Hemoglobin A1c testing done during SFY 2012. The proportion of enrollees with diabetes that had hemoglobin A1c testing are shown in Table 19 by program. The proportion of adults with testing is highest in SSI and lowest in MediPASS. The variability in this measure from year to year is of concern. 
